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Primary Care and Opportunity in New York 
 
 Eliminating Geographic Disparities in Primary-
Care Services 
Primary health-care services, such as regular checkups and non-emergency care, are crucial to keeping people 
healthy and preventing illness. Additionally, primary care ensures that people enjoy full access to life 
opportunities. Without access to timely high-quality primary care, people risk complications from illness that 
reduce productivity and increase financial insecurity, which are costly to everyone. Most alarming, a lack of 
access to primary care can lead to early or premature death.  
 
By investing in primary care, we can achieve striking improvements in the health of low income, minority, and 
medically underserved communities. In addition, many studies show that adequate and comprehensive primary 
care can lead to significant savings in overall health-care costs, better health outcomes, and a considerable 
reduction in health and health-care disparities.1 
 
In New York City where you live affects your access to health care. Primary-care services are clustered in high-
income communities, while low-income communities of color face a serious shortage of primary-care providers. 
In many cases primary-care services are linked to community hospitals and clinics. Closure of these facilities will 
lead to a greater shortage of primary-care providers in already underserved neighborhoods and could worsen 
existing geographic disparities. If the current imbalance in the availability of primary-care services in New York 
City increases—due to bankruptcies and the state’s pending recommendations for hospital downsizing and 
closures—it will contribute to higher health-care costs for all and weaken public institutions upon which New 
Yorkers depend. 
 
While there have been attempts to improve primary-care access, many communities continue to have inadequate 
access. New York State is in the midst of a health-care modification effort that includes the establishment of a 
Commission on Health Care Facilities in the 21st Century; investment in the development of health information 
technology reforms; the renewal of the state’s Section 1115 Medicaid demonstration, the Partnership Plan; and 
the creation of the New York Charitable Assets Foundation. Nevertheless, not one of these initiatives directly 
addresses primary-care reform.2 It is time to invest in the future of all New Yorkers by investing in adequate 
primary health care for all. 
 
This fact sheet describes the risks associated with the lack of primary care, and how we can improve the health of 
all families by increasing access to such care. With the accompanying maps, we demonstrate that the inequitable 
distribution of primary-care services is affecting all of New York City and that much can be done to fix it. 
 
 
  
Primary-Care Availability, Poverty, and 
Avoidable Illness in New York City 
 
Figure 1 displays the distribution of primary-
care providers in New York City in relation to 
the percentage of people living at 200% of 
poverty ($39,042 annually for a family of four) 
or below in each zip code.3 This map 
demonstrates that many low-income 
communities have a low density of primary-care 
providers relative to communities with a lower 
concentration of low-income residents. This is 
not surprising, given that neighborhoods with a 
higher concentration of low-income residents 
have the least resources to attract providers. But, 
disturbingly, these communities all too often 
have a greater need for primary-care services. 
 
As shown in Figure 2, low-income communities 
often have high rates of common preventable 
illnesses, known as ambulatory-care sensitive 
(ACS) conditions. ACS conditions are medical 
conditions and diseases—such as diabetes, 
asthma, and heart disease—that can be easily 
prevented, treated, and managed through 
primary care. Yet communities with high rates 
of ACS conditions often have the lowest density 
of primary-care providers. For example, 
residents of zip code 10035 in East Harlem have 
a rate of about 6 primary-care doctors for every 
10,000 people. People who live in this 
community have some of the highest rates of 
ACS conditions, such as diabetes, in New York 
City: an average rate of 2,007 per 100,000 
residents annually. Still, there are few primary-
care physicians practicing in the community, in 
which 70% of residents live at 200% of poverty 
or below. This means that a large proportion of 
residents must either travel to other 
neighborhoods for care or not receive the care 
they need. And given the barriers to accessing 
care these residents face—including inadequate 
access to health insurance, cultural and language 
barriers, and increased time and distance to 
care—many are likely to go without the care 
they need. On the other hand, residents of zip 
code 10021, in the Upper East Side 
neighborhood, have 67 primary-care physicians 
for every 10,000 people, and ACS conditions 
average 269 per 100,000. 
 
What Is Primary Care? 
 
Primary care is based on a sustained relationship 
between a patient and his or her health-care pro-
vider or team of providers. Accessibility, 
comprehensiveness, and health management are 
key elements of primary care.4 The modern vi-
sion of primary care is that of a “medical 
home”—this “home” integrates and implements 
four vital functions including: 
• First contact care—or the door on which 
the patient knocks to initiate help; 
• Comprehensive care that addresses a full 
spectrum of preventive, acute, and chronic 
health-care needs; 
• Longitudinal care that offers sustained 
relationships between patients and health-
care providers; 
• A home base from which other 
accommodations such as specialists and 
other care needs can be arranged.5 
 
Benefits of Primary Care Reach  
All Communities  
 
Adequate and comprehensive primary care for 
all has many benefits. Through primary 
prevention, early diagnosis and treatment, and 
ongoing control and management of diseases, 
primary-care services improve the quality of life 
for all people. Proper management of common 
illnesses—such as diabetes, asthma, and heart 
disease—through regular visits to quality 
primary-care physicians can greatly reduce, and 
even eliminate, the possibility of complications 
and the need for emergency medical attention 
and hospitalization.6 
 
High-quality primary care also has several other 
benefits. It can: 
• Reduce cancer and stroke mortality rates, 
infant mortality, and low birth weight. 
• Decrease the need for prescriptions and 
diagnostic tests. 
• Lower mortality rates for asthma, 
  
bronchitis, emphysema, cardiovascular 
disease, and heart disease. 
• Lessen health differentials between rich 
and poor communities and improve health-
care equity. 
• Decrease the overall cost of care. In New 
York State alone, hundreds of millions of 
tax dollars could be saved, if adequate 
primary care were delivered to the 
underserved.7 
 
Barriers to Primary Care 
 
There are numerous barriers to people’s [note: 
“receiving” is better with a subject] receiving 
adequate and comprehensive primary care, many 
of which disproportionately affect low-income 
and minority populations.8 Barriers include: 
• Geographic inaccessibility, such as: 
o A shortage of medical facilities and 
health-service providers in 
neighborhoods with large minority 
populations and concentrated poverty; 
o Increased travel time to providers; and 
o Lack of private transportation and slow 
or difficult public transportation 
systems.9 
• Hospital closures. The closure of many 
community hospitals and their affiliated 
outpatient departments limits access to care 
for people who rely on hospital-based 
physicians, emergency departments, and 
providers at affiliated clinics.10 
• Lack of insurance. People who are 
uninsured are 82% more likely than people 
with private insurance to be hospitalized 
for illnesses, like diabetes, that should not 
require hospitalization.11 
• Problems with scheduling appointments. 
Clinics have inconsistent telephone 
availability, and patients endure long 
telephone waiting times. Patients do not 
feel welcome, and are offered few, if any, 
weekend and evening appointments.12  
• Language barriers.13 
 
Costs and Risks of Not Receiving  
Primary Care 
 
Groups at risk for not receiving primary care 
struggle with health-care insecurity and must 
deal with the significant human and economic 
costs that accompany inadequate care. These 
groups include: ethnic and racial minorities,14 
populations of low socioeconomic status,15 
children from poor single-parent households and 
households headed by less educated adults,16 
substance abusers,17 the uninsured,18 people who 
rely on public insurance (e.g., Medicaid) rather 
than private insurance,19 and residents of urban 
neighborhoods with large minority populations 
and/or concentrated poverty.20 The lack of 
comprehensive primary care is associated with 
increased economic costs and negative health 
outcomes including: 
• Use of emergency departments for 
conditions that could be managed 
efficiently and effectively in a primary-care 
setting.21 
• Use of emergency departments as a usual 
source for sick care.22 
• High rates of hospitalization for ACS 
conditions that could be effectively and 
efficiently managed in a primary-care 
setting.23 
• Unnecessary illness leading to loss of 
productivity and costly hospitalization.24 
• Increased rates of poor health for 
communities that lack adequate primary-
care services.25 
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This map displays percentage of people below 200% of the 
federal poverty level in relation to the rate of Primary Care 
Physicians (PCP) per 10,000 population in New York City 
between 2001-2003, by zip code. In general, areas with 
higher rates of poverty have a lower density of primary 
care physicians.
Source of Data: Census.gov; NY SPARCS database; GeographyNetwork.com
                            NYS AHEC System - Data Resource Center
Projection: State Plane 83 New York East | Date: September 25, 2006
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This map displays the rate of Ambulatory Care Sensitive (ACS) 
Conditions per 100,000 population in relation to the rate of 
Primary Care Physicians per 10,000 population in New York 
City between 2001-2003, by zip code. In general, a higher 
percentage of people with ACS conditions - that is, health 
problems where hospitalization can be avoided with good 
primary care - live in communities with a lower density of 
primary care physicians
Figure 2
  
 
 
Conclusions and Recommendations 
 
The need for primary-care providers is growing. Increasing numbers of families, including those with 
full-time workers, lack health insurance, as businesses drop health benefits because of rapidly escalating 
costs. Moreover, many families live at or below the poverty line, with a rapidly growing number living in 
conditions of severe poverty. These communities are at higher risk for illness and health problems, and 
will increasingly turn to community health-care institutions for needed primary-care services. 
 
Several policy steps are necessary to expand and ensure equitable access to primary care. State, federal, 
and local governments should:  
• Provide universal health care. The most direct and efficient way to improve access to primary 
care is through universal health-insurance coverage.26 
• Address geographic barriers and spatial inequalities in the distribution of primary-care resources. 
Efforts to expand the primary-care infrastructure must follow from a thorough assessment of 
community needs, including an assessment of cultural, linguistic, and health-care service needs. 
• Increase government investment in community health centers and other community-based 
programs. 
• Promote collaborations among local health departments, hospitals, and academic medical centers, 
which can create a foundation for improved services for underserved populations.27 
• Halt further erosion in primary-care capacity, especially health services for populations at risk for 
not receiving adequate primary care. These actions can be accomplished through private 
investment incentives for improvements in quality of care.28 
• Encourage the investment of capital in the primary-care infrastructure. Focus should be placed on 
facilities, equipment, and health information technology, as well as performance improvements.29 
• Promote the development of a diverse culturally competent primary-care workforce.30  
Recognize costs and guarantee adequate financial support for primary health care.31 
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